The absence of guidelines in the management of extramural malignant ureteric obstruction leads to confusion in decision making and in the interaction between urology and other clinical disciplines. In this study, we surveyed consultant urologists with the goal of achieving a better consensus on optimal management options. Methods: A multiple choice survey was sent via the online survey tool "SurveyMonkey" to all consultant urologists practicing in the Republic of Ireland. Results: There was a response rate of 57.5% (n = 23). Twenty-two (96%) consultants consider the use of percutaneous nephrostomy with placement of antegrade ureteric stent but only 22% (n = 5) would consider using a metallic stent. Eleven (48%) respondents favor retrograde stenting in the first instance with an equal proportion choosing an antegrade method. Nine (39%) consultants perform the initial stent change at 4-6 months, 8 (35%) at 2-4 months, and 1 at < 2 months and 6-10 months respectively. Total 59% (n = 13) of respondents felt that the duration of expected patient survival influenced their decision and agreement to stent with 42% (n = 8) saying this survival would need to be > 6 months and 82% (n = 18) were generally happy with the level of ongoing communication between urology and the primary service managing the patient. Conclusion: There is a lack of consensus regarding the management of this challenging problem, particularly with
Introduction
Extramural ureteric obstruction caused by advanced urological or non-urological malignancy is a challenging and heterogenous clinical entity for urologists [1] . Presenting symptoms are often varied and can range from vague and nonspecific symptoms such as flank discomfort or lethargy, to those of the intense pain, nausea and vomiting associated with acute obstruction [2] . The diverse patient cohort is also onerous, with age, site of primary malignancy, pre-existing medical co-morbidities and primary physician/patient wishes all important variables [1, 3, 4] .
The therapeutic goal of urinary drainage in malignant disease is to provide symptomatic relief of ureteric obstruction while preserving renal function and optimizing quality of life [1, 5] . Management strategies include percutaneous nephrostomy tube placement with or without antegrade stent insertion, retrograde stent placement or use of metallic stents [6, 7] . Although the reported health-related quality of life for patients with a percutaregard to timing of first stent change and whether to initially use an antegrade or retrograde approach. This reflects the heterogeneous patient cohort and the important factors of life expectancy and patient co-morbidities.
neous nephrostomy tube and patients with ureteric stents is similar, significant patient preference can exist when given the choice between ureteric stents and percutaneous nephrostomy drainage [9] .
Like patient factors, consultant urologists are often influenced by variables such as the availability of interventional radiology in their institution and the requests of the primary team treating the patient. The absence of guidelines in the management of extramural malignant ureteric obstruction leads to confusion in decision making and in the interaction between urology and other clinical disciplines such as medical oncology, general surgery and gynecology [8, 9] . The aim of this study was to survey consultant urologists regarding their management of malignant extramural ureteric obstruction with the goal of achieving a better consensus regarding treatment options.
Methods
A voluntary anonymous electronic survey was sent to all consultant urologists practicing in the Republic of Ireland via email. E-mail addresses were obtained directly from the Irish Society of Urology directory. A 10-question survey was compiled and disseminated via the survey program SurveyMonkey (http://surveymonkey.com). Basic statistics were calculated by the SurveyMonkey program. Ethical approval was not required for this study. The 10-question survey are as follows:
1. 
Results
Responses were received from 23 of the 40 consultant urologists contacted (57.5% response rate). Figure  1 demonstrates which treatment modalities consultants reported using in their lifetime experience for management of extramural malignant ureteric obstruction. Total 95.7% (n = 22) of consultants reported using a percutaneous nephrostomy with subsequent placement of antegrade ureteric stent in their practice while 73.9% (n = 17) would use a percutaneous nephrostomy alone, 78.3% (n = 18) a stent placed retrogradely and 21.7% (n = 5) a semi-permanent metallic stent. The majority of respondents (82.6%, n = 19) did not feel that the presence of bilateral obstruction would alter their choice of tube/stent placement.
Eleven (47.8%) respondents favor stenting retrogradely in the first instance with an equal proportion choosing an antegrade method by interventional radiology. Figure 1 and 2 demonstrate when respondents would arrange for the first stent change, depending on whether the stent was initially placed antegradely ( fig. 2)  or retrogradely (fig. 3) .
The majority (n = 13, 59.1%) of consultant urologists replied that the life expectancy of the patient influenced their decision and agreement to place a ureteric stent, while 31.8% (n = 7) answered that they were unsure whether it would or not. Only 1 respondent (4.6%) replying that expected patient survival did not impact their decision to stent. Of those respondents who felt that a patient's predicted survival influenced their decision or agreement to stent, 26.3% (n = 5) felt this survival would need to be > 3 months, with 42.1% (n = 8) needing it to be > 6 months and 5.3% (n = 1) > 1 year. Five (26.3%) respondents felt it would depend on certain factors including patient and family wishes and suitability for a general anesthetic.
Half of consultant urologists questioned (n = 11, 50.0%) replied that they or the service managing the patient would re-image the patient to assess response to on- cological treatment (if any) with 36.4% (n = 8) reporting that they sometimes would. Sixteen respondents (80.0%) felt that an apparent improvement in the extramural obstruction on repeat imaging may lead them to discontinue stenting while 15.0% (n = 3) said that it definitely would. The majority of respondents (n = 18, 81.8%) were generally happy with the level of ongoing communication between urology and the primary service managing the patient.
Discussion
This study provides valuable insights into the views and management practices of consultant urologists practicing in Ireland with regard to treatment of extramural malignant ureteric obstruction. This survey highlights that most consultant urologists would use percutaneous nephrostomy alone (n = 17, 73.9%) with or without antegrade stent placement (n = 22, 95.7%) or retrograde stent placement (n = 18, 78.3%) in their practice. Only one quarter of urologists had used Memokath ® stents in their practice. This most likely reflects their relatively low success rates with 1 study reporting patency rates of 51.2% with a median 15 month follow-up in patients treated for malignant ureteric obstruction [10] . The varying responses of consultants in our cohort highlight the clinical challenge in dealing with this issue. The lack of consensus guidelines is likely due to the diversity in this condition and urologists make their decision on a case by case situation.
With regard to the first stent insertion for extramural malignant ureteric obstruction, an equal number of urologists in our survey choose antegrade as retrograde stenting. In our experience, there are extrinsic logistical factors such as access to theatre and the availability of interventional radiology that influence this decision making process in addition to patient factors. A survey by Lynch et al. [11] examined the attitudes of radiologists and endourologists regarding the most effective method of urinary diversion when renal unobstruction is indicated. This demonstrated that urologists favored percutaneous nephrostomy placement more often than radiologists (69 vs. 48%) across a range of indications including ureteric obstruction with hydronephrosis with advanced malignancy for palliation. In any instance, antegrade stenting can often be attempted if retrograde attempts fail [1] . However, these patients are often quite unwell and general anesthesia is often considered high risk. Uthappa et al. [12] attempted retrograde stent placement in a consecutive series of 50 ureters in 30 patients with malignant ureteric obstruction. The success rate of retrograde ureteric stent placement was 50% with subsequent antegrade stent placement possible in all but 1 of the remaining ureters.
The timing of the first stent change remains a contentious issue with wide variability in responses. This also likely reflects the variety in performance status, type of malignancy and location of obstruction. Jeong et al. [13] demonstrated that 16% (12/73) of patients who had a successful initial stent insertion went on to develop stent failure with a median (range) interval of 3.2 (1 day to 9 months).
Over half (n = 13, 59.09%) of consultant urologists surveyed felt that the duration of expected patient survival influences their decision or agreement to stent. For all respondents, 42.1% felt that the projected survival would need to be greater than 6 months with 5 respondents reporting that it would be dependent on patient factors such as their wishes and suitability for a general anesthetic. It is advisable that this expected survival is discussed when allowing patients to make an informed decision with regard to the optimal management, if any, of their ureteric obstruction. Jeong et al. [13] retrospectively reviewed 86 patients who had a non-urological malignant ureteric obstruction treated by ureteric stenting and demonstrated that 48% of patients died within 1 year.
While the majority (n = 18, 81.8%) of consultant urologists surveyed were generally happy with the level of ongoing communication between urology and the primary service managing the patient, it is important to be cognisant that urologists and medical oncologists often have differing opinions as to the optimal management of these patients. Hyams et al. [14] utilized a web-based survey to compare intervention preferences for extrinsic malignant ureteric obstruction. While only 15% of urologists and 12.4% of medical oncologists responded, there was significant discrepancy between their approaches to the management of hypothetical clinical scenarios. As an example, medical oncologists were more likely to recommend percutaneous nephrostomy alone as the next step after stent failure in unilateral ureteric obstruction (79 vs. 62%), whereas urologists were more likely to suggest stent manipulation including stent exchange, upsizing, internalising, and etc (37 vs. 17%). It is important to have a 3-way shared decision making process in these cases involving the appropriately informed patient, the primary physician and the urologist.
There are a number of limitations to our study. These include the fact that a number of variables such as type of malignancy and level of obstruction are not accounted for. We could also have further elucidated consultant preferences with regard to techniques such as placing 2 stents side by side and use of metallic stents. However, the aim of this study was to gain an overview of consultant attitudes and current practice patterns. Our response rate was in line with expected rates for online surveys and gives a good insight into national practice.
Conclusion
There is a lack of consensus regarding the management of this challenging problem, particularly with regard to timing of the first stent change and whether to use an antegrade or retrograde approach in the first instance. This reflects the heterogeneous patient cohort and the important factors of life expectancy and patient co-morbidities.
